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ABSTRACT
Background and Objectives: Home palliative care services are challenging to bill due to the complexity of
services and competing time demands. Objectives and protocol were developed to guide coding and billing to
increase Relative Value Unit generation and improve financial sustainability.
Design: A quality improvement project.
Setting: A home-based palliative care program in one health system in the Midwest.
Participants: Participants included 7 nurse practitioners.
Intervention: Coding protocol were developed, providers were educated, electronic health record audits were
conducted to collect data on improvement, and feedback provided to prompt improvement.
Measurement and Analysis: Documentation of advanced care planning and billing, visits by discipline, and
revenue generation and codes utilized were examined. Observation of advanced care planning conversations
occurred during home visits. Provider education knowledge and satisfaction were surveyed. Descriptive
statistics and chi-square or simple t-tests were used.
Results: Number of nurse practitioners increased (2 to 7) during implementation. Clinician knowledge
increased a mean of 2.0 (2.7-4.7 [of 5]) after education; and 100% were satisfied. There were 16.7% (n=60)
initial visits examined prior to implementation and 83.3% (n=55) after. Improved advanced care planning length
(2.3-minutes; [18.5 to 20.8]), documentation (18.3% [61.7% to 80%]), and billing (36% [16.7% to 52.7%])
occurred as a result of the project. Return on investment for this project totaled $62,537.
Conclusion: Billing and coding practices can be improved through use of coding protocol, education, and audit
and feedback to support financial sustainability. As a result of accurate coding, increased reimbursement for
services provided can occur.
KEY WORDS
Quality improvement, reimbursement, billing and coding, financial sustainability, palliative care, home
palliative care
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INTRODUCTION
Increased prevalence of degenerative conditions such as frailty and dementia are occurring.1 In addition,
the number of people at risk for chronic illness continues to rise; and many patients are living longer and desire
to have services at home.1,2 As a result, primary care providers are challenged to care for patients with complex
health care needs due to ongoing management of chronic conditions, coordination with social and community
resources, and acute episodic care.1 Palliative care (PC) is a comprehensive, multidisciplinary approach that can
meet the needs of these types of medically complex patients.3-7 In the United States, seriously ill patients with
five or more chronic conditions comprise 14% of the population and utilize 41% of total health care spending;8
challenging financial sustainability of healthcare systems.
The purpose of palliative care (PC) is to reduce suffering for individuals experiencing a life limiting
illness.9 The primary goal of PC is to improve quality of life for both the patient and the family through
symptom management, assuring psychological and spiritual needs are met, and advanced care planning (ACP).9
Palliative care is a relatively new specialty, which is growing rapidly.10 Despite the growth, the World Health
Organization (WHO) estimates that fewer than 14% of patients who need PC receive services.9 Although PC
programs in the Midwest are growing, the majority of services are provided in acute care hospitals. When PC
services are provided at home, emergency department (ED) visits and hospitalizations are reduced, decreasing
cost.3-6 Thus, home based palliative care (HPC) services are cost effective.
Billing and Coding for Home Palliative Care
Most HPC teams are multidisciplinary and include providers (physicians and nurse practitioners [NPs]),
registered nurses (RNs), medical social workers (SWs), chaplains, and volunteers.8 In addition to the overall
cost effectiveness of PC, when a multidisciplinary team is used, cost of care is further reduced.3-7 Each
discipline plays a unique role, providing proactive disease management that can lead to decreased ED visits and
hospitalizations. Providers manage direct symptom management and oversee medical needs. RNs assess
patients and provide symptom management between provider visits. Social workers provide emotional and
financial support in the home and coordinate care with community agencies. Chaplains meet the spiritual needs
of patients and family members, and volunteers support the overall program goals as needed.
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The most cost-efficient model for HPC is a combination of fee-for-service billing and Medicare
alternative payment models or a partnership with a private payor.5,6 If alternative payment models are not
available or inappropriate for an organization, fee-for-service billing needs to be maximized through usage of
supplemental codes.12 In a fee-for-service billing model, the only visits that are billable are those conducted by
a provider. To support the cost of a multidisciplinary care team, in addition to use of the evaluation and
management (E/M) billing codes, supplemental codes for ACP, complex/chronic care management and
prolonged service need to be utilized. Use of these codes could result in improved productivity, measured
through Relative Value Units (RVUs), resulting in increased revenue to sustain the cost of a multidisciplinary
team.
Relative Value Units
Relative Value Units (RVUs) are used to measure productivity and determine the dollar amount of
reimbursement provided for a health care service.14 Medicare determines the RVUs amount for each the of PC
services provided. The number of RVUs is calculated based on the cost of care, which includes provider time,
office staff, supplies, and liability insurance. To determine the reimbursement rate, the number of RVUs is
multiplied by a conversion factor. The current Medicare conversion factor is $35.89 for one RVU. Each
supplemental code adds an RVU to the total reimbursement for each visit. Additional RVUs equal increased
revenue to sustain the cost of an HPC multidisciplinary team and supplemental codes could increase revenue.
Appendix A shows codes and associated RVUs for PC.
Advanced Care Planning
An important component of PC is ensuring patient health care wishes are identified and honored, which
involves ACP. Since 2016, Medicare has reimbursed for ACP.11 ACP involves a discussion with the patient
about their future health care needs should the patient become unable to express their wishes.11 Advanced care
planning includes discussing prognosis, treatment options, identifying a designated power of attorney (DPOA),
and completing advanced directive documentation.
Additional Supplemental Codes

4

The Center for the Advancement of Palliative Care also recommends PC programs use supplemental
codes to maximize RVUs.13 This includes prolonged service codes, complex/chronic care management codes
and ACP codes. Prolonged service codes are used to capture additional face-to-face time with a provider in
excess of the usual time parameter during evaluation and management (E/M). Prolonged service codes can only
be used for time-based billing, when the time to conduct a visit exceeds 30 minutes past the maximum time
allowed for by the E/M code. For example, if the E/M code is 70 minutes, a prolonged service code could be
used after a home visit exceeding 100 minutes.
Complex and chronic care management (CCM) codes are used to capture time for coordination of care,
revision and implementation of care plan that are not face-to-face. For example, time spent coordinating with
other specialties or the primary care provider would be included in this code. CCM codes are billed monthly
and time must be documented in the electronic health record. On caveat is that CCM codes can only be billed
by one provider each month. This means if a primary care provider is billing for CCM, another provider, such
as in PC, cannot also bill for CCM. This makes billing for CCM complex, as most are not aware of when other
providers are billing for CCM.
Advanced care planning codes are used when a provider discusses a patient s wishes with them and
documents those desires in the electronic health record. Since 2019, the primary reason for a PC consultation
was to conduct ACP.12 The leading organization for PC, the Center for the Advancement of Palliative Care,
recommends following the 2016 Medicare guidelines to bill ACP.13 Consequently, use of ACP codes could
increase revenue for HPC and support financial sustainability.
Case Study of Billing Code Usage
A case study is reported to illustrate and increase understanding of the complexity of billing for
multidisciplinary home-based palliative care services. A 62-year old established HPC female patient called the
office to report increased shortness of breath and a worsening productive cough. The RN triaged her symptoms
and recommended she take an extra dose of prescribed oxycodone to help reduce air hunger. The next day, the
NP made a home visit in her home to assess her breathing and found the patient to be mildly hypoxic at rest and
determined she may be in the early phase of an acute COPD exacerbation. In addition, the patient had been
5

reluctant to use the oxycodone due to severe constipation. The NP provided education on the use of oxycodone
not only for pain but also for air hunger, and also made a recommendation for changes to her bowel regimen.
The NP coordinated with the pulmonary specialist to prescribe the patient a course of steroids and antibiotics.
The NP also discussed the patient s wishes related to receiving treatment at the hospital and her treatment
preferences regarding resuscitation and artificial ventilation. Total time spent at this home visit was 110
minutes. The RN also phoned the patient 2 days later to evaluate her symptoms. This resulted in avoidance of
an ED visit and likely a hospitalization. However, billing for the HPC service was challenging and illustrates
the clinical problem for this Midwest HPC organization.
Project Aim and Objectives
Consequently, the aim of this project was to implement a process to improve HPC financial sustainability
through maximizing fee-for-service billing for HPC services. The purpose of this paper is to report on a quality
improvement project that addressed the following objectives.
1. Examined an HPC program to understand the gaps in billing practices.
2. Developed a coding protocol to maximize fee-for-service billing and improve financial sustainability.
3. Used HPC fee-for-service billing and coding protocol to improve RVU generation.
4. Identified how to apply this approach to other HPC programs.
Organizational Assessment
The Burke-Litwin Model for Organizational Change15 and SWOT (strengths, weaknesses, opportunities
and threats)16 analysis guided an organizational assessment from a macro and micro viewpoint. Information was
gathered through interviews with providers and practice managers; shadowing NPs on home visit, inpatient, and
clinic visits; meetings with key stakeholders; and observation within the organization. Revenue data on
Evaluation and Management (E/M) and ACP codes were provided by the palliative care business manager.
Charts were audited to collect data on ACP documentation and billing in the electronic health record.
Observation and interviews with staff revealed NPs were providing ACP services and yet did not code to
bill for services provided. Electronic health record audits revealed only 29% of patients who received ACP had
the ACP code utilized over three-months in 2019 (May, June and July). Each unit of ACP code billed generated
6

$223 in revenue per visit. Therefore, the lack of ACP codes resulted in $6300 in lost revenue over a 3-month
period. In addition, no prolonged service or chronic care management codes were used, and 100% (n=60) of
records audited had care that made the home visit eligible for CCM billing code use, equating to a loss of
revenue of $3610. There were also 3 home visits eligible for prolonged service billing code use, equating to a
loss of revenue of $265. When the project started, the HPC program was undergoing growth and increased from
two to seven NPs. As a consequence, stakeholders requested a project to implement use of billing codes,
indicating the stakeholders were ready to implement change to support this project.
Methodology
Design
A mixed methods pre, post-implementation comparison and thematic analysis were used to examine one
health system in the Midwest.
Implementation Strategies/Intervention
Evidence based implementation strategies were identified that fit the organization context from the
Expert Recommendation for Implementing Change (ERIC) study.17 The organizational assessment indicated
readiness for change. Multiple NPs and SWs were shadowed17 to gain perspective on the day-to-day function of
HPC. An important implementation strategy is the development of relationships with stakeholders.17
Relationships were built through attending staff and interdisciplinary team meetings, shadowing of NPs and
interviewing key stakeholders. Development and implementation of the project served to increase awareness of
current billing practices, creating a learning collaborative.17 NPs began to implement ACP code use prior to
education, after receiving the results of the organizational assessment. To ensure a smooth implementation, the
leadership team was consulted to narrow the foci of the educational session and materials.17 While education on
all supplemental codes was provided, the primary focus of the project was on ACP coding, per request of the
leadership team. Education materials were distributed through a face-to-face PowerPoint presentation, a case
study review, and discussion with an experienced NP and the inpatient PC manager (Appendix B). Education
materials were uploaded into a common drive accessible by HPC staff and used for education as planned. A
staff survey pre and post education was provided to analyze effectiveness and satisfaction17 with the education.
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Chart audits17 were conducted pre and post implementation to examine documentation and billing practices. In
addition, a statistician17 was consulted prior to implementation to ensure proper data collection for analysis.
After data collection was complete and analyzed, feedback17 was provided to each NP on overall trends and
their individual coding practices.
Setting
The setting for this project was the HPC office in a PC program in the health system. This included an
office, clinic, and home visits.
Subjects
The subjects for this project were staff in the HPC program. Data was collected on billable visits which
was limited to 7 nurse practitioners, as they were providers conducting home visits and provided ACP.
Education was provided for all HPC staff including 2 physicians, 7 NPs, two administrative leaders and support
staff members. Data on the number of visits conducted by RNs and SWs was also collected to analyze the
feasibility of billing for monthly care management.
Data Collection
The inpatient PC practice manager provided a report from the electronic health record on RVU and coding
data for three-months in 2019 (May, June and July). Electronic health records were audited for three-months
(June, July and August) to examine coding practices of the NPs. After implementation, electronic health record
home visits data on ACP documentation and billing, E/M codes, SW and RN visits, and number of phone
contacts were collected for one-month in 2020 (January). Data on SW and RN visits and phone contacts were
collected to support use of chronic/complex care management codes in the future.
Analysis
Descriptive statistics, simple t-test, and Chi-square were used to analyze pre and post implementation
data for statistical significance. Themes were used to examine data from interviews and observation.
Ethical Considerations
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The Institutional Review Board for the organization determined the project to be quality improvement.
To protect patient and organization information, data was de-identified. Only de-identified data was stored
outside of the organization s shared drive.
Results
As stated earlier, there was in increase from 2 to 7 NPs in HPC over the course of the project. NP (N=7)
knowledge improved (mean of 2.0 [2.7-4.7] of 5) following education on billing and coding protocol (see
Appendix C) and 100% of the NPs felt learning modules were both beneficial and useful for their future
practice. One NP stated, “I feel confident in billing and coding for home palliative care.”
In total, 115 electronic health records of patients were examined (n=60 pre; n=55 post). This included
16.7% (pre) and 80% (post) initial and 83.3% (pre) and 20% (post) follow-up home visits respectively (see
Appendix D). In sum, a 63.3% increase in initial visits pre to post-implementation. As shown in Appendix E,
the total visit length increased a mean of 71.2 (Standard Deviation [SD] 25.9, median 72.7) to 89.5 (SD 28.3,
median 90) minutes, but was difficult to compare due to the increase in initial visits after implementation. Total
time to conduct ACP increased a mean of 18.5 (SD 18.3, median 20) to 20.8 (SD 21.1, median 20) minutes, a
2.3-minute increase following implementation (see Appendix F).
ACP was documented 61.7% of the time prior to implementation, and 80% of the time after
implementation; a 18.3% improvement (see Appendix G). Prior to implementation, ACP was billed correctly
16.7% of the time and 52.7% of the time after implementation, a 36% (p<.001) improvement, as shown in
Appendix H. Reasons found in records why ACP codes were not used included ACP time on home visits was
less than 16 minutes, that an unclear definition of ACP and when to use the code was evident within HPC, and
simply that the ACP code was not used.
The estimated cost to implement the project was $12,230 and included project manager, statistician, site
mentor, managers, and NP time, and office supplies. Revenue generation, if ACP were billed correctly, would
amount to $77,604, a gain of $62,537 in potential reimbursement for HPC if ACP billing codes were used
effectively (See Appendix H).
Discussion and Implications for Practice
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The aim of the project was to implement a process to improve financial sustainability through
maximizing fee-for-service billing in an HPC program. The first objective of this project was to examine an
HPC program to understand the gaps in billing practice. This objective was accomplished through “planning”
implementations strategies listed above.17 Prior to this project, the program participated in a Medicare program
which provided monthly per patient per month reimbursement. However, the team decided to phase out of this
program, as it was not financially beneficial to continue. Upon investigation and meetings with stakeholders, it
was evident there were gaps in education and use of supplemental fee for service codes. Furthermore, the
providers were not consistently documenting ACP in the chart, even though this service was provided during
the home visits as observed during home visits and chart audits.
The second objective of the project was to develop a coding protocol to maximize fee for service billing
and improve financial sustainability. This was accomplished through collaboration with the project team to help
narrow the focus and tailor education to meet the needs of novice NPs. The education was provided via
PowerPoint presentation and dissemination of the written protocol (See Appendix B). Results revealed an
increase in documentation of ACP in the electronic health record and in use of APC codes as a result of the
strategies used to implement improvement. The project team requested the educational session primarily focus
on ACP coding to not overwhelm the novice NPs. While the primary focus of this project was on ACP, there is
still opportunity to increase revenue for HPC through non-face to face codes, prolonged service codes and
monthly care management codes. In addition to the education provided, the organization provides one on one
education with coding experts.
The third objective was to use the protocol to improve revenue. Results indicated a 36% improvement in
ACP documentation. The increase in accurate documentation resulted in increased reimbursement. For each
visit that was billed using the ACP codes, reimbursement averaged $223. If this pattern of documentation were
to continue, the program would gain around $77,000 annually. This number is appropriately dependent on
census and number of visits. As the program continues to grow, if codes continue to be used correctly, revenue
will continue to increase. See Appendix H for complete analysis of costs and revenue specific to this project.
Increased revenue creates improved financial sustainability for the program.
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The final objective of the project was to analyze how the findings can be applied to other programs. One
of the primary outcomes from analyzing the organization was the need for proper education on ACP and the
availability of the other supplemental codes. The protocol could be used for any home palliative program
struggling to code accurately. To provide sustainability for this program, ongoing education, for new providers
especially, is necessary to ensure ACP codes are used to their maximum capacity. The project team is working
on developing methods for peer review of documentation and coding accuracy to ensure this project is
sustained. In addition, the coding protocol (Appendix B) includes a table of codes specific to HPC, helping to
streamline coding processes. Because this program is undergoing rapid growth, there are some limitations to
acknowledge.
Limitations
There are several limitations to acknowledge. This includes that sample size was small and may have
influenced the findings in the project. To minimize the limitation of sample size, data was collected from
several months to increase the number of visits analyzed. At project start, there were only 2 NPs and data were
collected on those two providers and post implementation data was collected from all 7 NPs. This created a
limitation as documentation and interpretation of what should be billed may have been subjective. The program
was undergoing expansion and rapid growth, and new staff may have impacted the outcome of the project. In
addition, the protocol established during the project may be more effective once the program has stabilized.
While the sample sizes pre and post implementation were similar (55 and 60), the type of visits (initial
or follow-up) varied greatly. This variability in visit type reflects the period of rapid growth the program was
under-going. However, this may have impacted the frequency of ACP billing post implementation as more time
is typically devoted to ACP in an initial visit versus a follow up. However, ACP can be billed when any disease
process and treatment options are discussed, making it appropriate to be billed for both initial and follow up
visits. Several of the providers expressed they previously thought ACP was only dedicated to making decisions
on code status, advanced directives or living will.
Another limitation to implementation was the complexity of billing for new providers. Of the seven
NPs, only 2 had more than one year of experience as a provider. While this created an opportunity for learning,
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the complexity of the supplemental codes was difficult to understand, particularly for a new NP. To minimize
this limitation, education was reinforced through one on one meetings with the coding department and ongoing
education at monthly NP meetings. Furthermore, the leadership team is planning to implement peer chart audits
to help providers gain insight into how peers are documenting and using supplemental codes. In the future,
education on billing and continued chart audits will need to be conducted to ensure proper coding is used by all
providers.
Conclusion
Palliative care is an excellent solution to manage the health care of medically complex patients with lifelimiting illnesses. The use of palliative care services results in decreased ED visits and hospitalizations,
reducing overall cost of care.3-7 However, billing and coding for home palliative care is complex.5,6 This project
helped to streamline the process for accurate billing through the use of supplemental codes, specifically ACP
codes. Education on billing and coding was provided and a coding protocol was developed. As a result,
potential reimbursement increased, leading to improved financial sustainability. This project is applicable to
other HPC programs to educate staff by simplifying the coding process. Ongoing education of all providers on
other supplemental billing codes is needed to sustain this project and provide additional sources of revenue.
Additionally, charts will be peer audited to ensure billing and coding is accurate. Partnering with the
organization s billing department helps to reinforce education. Billing and coding accuracy are essential to the
support home palliative care programs and the use of a multidisciplinary team.
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Appendix A
Home Palliative Care Codes

NEW PATIENT

RVU

99341 (20 MIN)
99342 (30 MIN)
99343 (45 MIN)
99344 (60 MIN)
99345 (75 MIN)

1.01
1.51
2.53
3.38
4.09

ESTABLISHED PATIENT
99347 (15 MIN)
99348 (25 MIN)
99349 (40 MIN)
99350 (60 MIN)

RVU
1.00
1.56
2.33
3.28

PROLONGED FACE TO FACE VISIT
CODES
99354 (30-74 MIN EXTRA)
99355 (76-105 MIN EXTRA)
USE 99355 FOR EACH ADDITIONAL 30
MIN
ADVANCED CARE PLANNING
99497 (16-45 MIN)
99498 (46-75 MIN)
USE 99498 FOR EACH ADDITIONAL 30
MIN

2.33
1.77
1.77 per 30 min

1.5
1.4
1.4 per 30 min
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Appendix B
Education Materials Provided to Providers During Implementation
Home Palliative Care Coding Protocol
Overview Information (CAPC, 2019)
Who Can Bill?
Advanced Practice Registered Nurses (APRNs)
Physicians (MD/DOs)
Physician Assistants (PAs)
Psychologists (PhD, PsyD)
Therapists: Physical Therapists (PTs), Occupational Therapists (OTs), Speech and Language
Pathologists (SLPs)
Social Workers (LICSWs/LISWs)
Who cannot bill?
Chaplains–Unable to bill
Registered Nurses (RNs) – Cannot bill independently in all settings
Social Workers (SWs) – Must have a master s degree and be licensed to bill. Usually billing
occurs under a mental health benefit
Shared Visits “Incident to”
Physician or provider must be present for visit.
Example – RN or SW may bill for ACP discussion if provider is present
Social Work Billing
Medicare reimburses LCSW only for psychotherapy services
Medicare does not pay for LCSW services in hospital or SNF
No independent reimbursement for LCSW care management or care coordination services
LCSW time may be counted toward thresholds for Chronic Care Management or Complex
Chronic Care Management billing, IF a palliative care team/practice meets all other requirements
for CCM or CCCM code reporting
LCSW must have a master s or doctoral degree in social work (DSW), and:
o Have performed at least 2 years of supervised clinical social work
o Be licensed or certified by the state as LCSW or CSW or LISW
A LCSW can only render billable psychotherapy services to the patient and family if the patient
has a DSM-V diagnosis
Most private insurance companies have a separate HMO Mental Health company. This may
affect the social worker s ability to bill
A separate prior authorization for psychotherapy may be required, and co-pay may be higher
SW cannot receive payment for care management which includes assisting with community
resources, DME, insurance concerns, assisting with finding housing and care settings
Advanced Care Planning Codes
All team members can provide ACP services to patients or surrogates
Their time spent may be included if the billing provider managed, participated, and meaningfully
contributed to the ACP conversation, AND all appropriate requirements are met
• The “incident to” requirements for non-billing providers (RNs, SWs) for ACP codes are
narrow--specifically, they can only be billed in Clinic
RN and SW cannot be counted in hospital, facility, or 'hospital outpatient' settings. Medicare
does not pay for LCSW services in hospital or SNF
16

Home Palliative Care Codes

NEW PATIENT

wRVU

99341 (20 MIN)
99342 (30 MIN)
99343 (45 MIN)
99344 (60 MIN)
99345 (75 MIN)

1.01
1.51
2.53
3.38
4.09

ESTABLISHED PATIENT
99347 (15 MIN)
99348 (25 MIN)
99349 (40 MIN)
99350 (60 MIN)

wRVU
1.00
1.56
2.33
3.28

PROLONGED FACE TO FACE VISIT
CODES
99354 (30-74 MIN EXTRA)
99355 (76-105 MIN EXTRA)
USE 99355 FOR EACH ADDITIONAL 30
MIN
ADVANCED CARE PLANNING
99497 (16-45 MIN)
99498 (46-75 MIN)
USE 99498 FOR EACH ADDITIONAL 30
MIN

2.33
1.77
1.77 per 30 min

1.5
1.4
1.4 per 30 min

Reference: Acevedo, J. (2019). Documentation and coding handbook: Palliative care. Retrieved from
https://www.chcf.org/wp-content/uploads/2019/05/DocumentationCodingHandbookPalliativeCare.pdf
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Center for the Advancement of Palliative Care (CAPC) Coding Tip Sheet13
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HPC Billing Worksheet

How long was the visit?

____________________

Was this a new or established patient?

____________________

New Patient E/M Codes
99341 (20 MIN)
99342 (30 MIN)
99343 (45 MIN)
99344 (60 MIN)
99345 (75 MIN)

Established Patient E/M Codes
99347 (15 MIN)
99348 (25 MIN)
99349 (40 MIN)
99350 (60 MIN)

How many minutes were ACP?
ACP CPT Codes
99497 (16-45 min)
99498 (46-75 min)
use 99498 for each additional 30 min

______________________

How many minutes beyond time limit of
E/M code and NOT ACP?
Prolonged Face to Face CPT Codes
99354 (30-74 min extra)
99355 (76-105 min extra)
use 99355 for each additional 30 min

_______________________
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Spectrum Health Billing Tool
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Case Studies- ACP
NP sees home palliative patient with acute exacerbation of CHF. Patient has ongoing chest pain,
dyspnea and significant LE edema. Management of symptoms takes 45 minutes. The advanced directive
is reviewed and discussed with daughter who is also present, taking 30 minutes. You also discuss
disease progression with patient and family (45 min). Total visit time is 120 min.
99349 – Established patient (2.33 RVU) 40 mins.
99497 – ACP 16-45 min (1.5 RVU) 30 mins.
99498 x 2 – ACP additional 30 min. (1.4/unit = 2.8 RVU) 50 mins.
Total RVU = 6.63 RVU
You see patient at home with stable CHF, symptoms are well controlled. You spend 10 minutes
discussing symptoms with patient. However, 45 minutes is spent discussing disease process with family
and 30 minutes are spent talking about goals of care. Total of 85 minutes spent at visit.
99347 – Established patient 15 min. (1.00 RVU) 10 min
99497 – ACP 16-45 min (1.5 RVU) 30 min
99498 x 2– ACP additional 30 min (1.4 RVU/unit= 2.8 RVU) 45 min
Total RVU = 5.3 RVU
Case Studies ACP & Prolonged Service Codes
Example 1: You see patient at home with stable CHF, symptoms are well controlled. You spend 10
minutes discussing symptoms with patient. However, 45 minutes is spent discussing disease process
with family and 30 minutes are spent talking about goals of care. Total of 85 minutes spent at visit.
99347 – Established patient 15 min. (1.00 RVU)
99497 – ACP 16-45 min (1.5 RVU)
99354 – Prolonged face to face (2.33 RVU)
Total RVU = 4.83
Example 2: NP sees home palliative patient with acute exacerbation of CHF. Patient has ongoing chest
pain, dyspnea and significant LE edema. Management of symptoms takes 45 minutes. The advanced
directive is reviewed and discussed with daughter who is also present, taking 30 minutes. You also
discuss disease progression with patient and family (45 min). Total visit time is 120 min.
•
•
•
•

99349 – Established patient (2.33 RVU)
99497 – ACP 16-45 min (1.5 RVU)
99354 – Prolonged face to face (2.33 RVU)
Total RVU = 6.16
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Appendix C
NP Pre/Post-Education Survey on Knowledge of Correct Billing Code Usage
Pre to Post-Test for NPs on Correct Billing Code Usage

4.7
Score of 1-5
2.7
0

0.5

1

1.5

2

2.5
Score of 1-5
4.7
2.7

Post-test (N=7)
Pre-test (N=7)
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3

3.5

4

4.5

5

Appendix D
Type of Home Visits Examined During Project

Percentage

Type of Visit
90
80
70
60
50
40
30
20
10
0
Pre-implementation (n=60)
Post-implementaiton (n=55)

80

83.3

20

16.7

Initial Visit
16.7
80
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Follow-Up Visit
83.3
20

Appendix E
Mean Visit Length Total and for Advanced Care Planning

Minutes

Mean Visit Length and ACP Minutes
100
90
80
70
60
50
40
30
20
10
0
Pre-implementation (n=55)
Post-implementation (n=58)

89.5
71.2

18.8

Total minutes
71.2
89.5
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20.8

ACP minutes
18.8
20.8

Appendix F
Advanced Care Planning Documented in the Patient Electronic Health Record
ACP Documented in Patient Record
90

80

80
70

61.7

Percentage

60
50
40
30
20
10
0

ACP Dcoumented in Record
61.7
80

Pre-implemenation (n=60)
Post-implementation (n=55)
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Appendix G
Percentage of Advanced Care Planning Home Visits Correctly Billed
Percentage of ACP Billed Correctly
60

52.7

Percentage

50

40
30
16.7

20
10
0

% Billed Correctly
16.7
52.7

Pre-implementation (60)
Post-implementation (n=55)
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Appendix H
Resources Used for Project and Net Gain Experienced

Revenue Generated from QI Project

Revenue potentially generated after implementation

Total Billed

•

$6,467 per month

•

$77,604 annually

$77,604

Expenses from QI Project
Project Manager (DNP Student) time

($8,400)

GVSU Statistician Student

($200)

Site Mentor, Manager, Chief Officer time

($2,000)

NPs time (education, surveys, etc.)

($630)

Copies, equipment

($1000)

Total Expenses

($12,230)

Net Billed from QI Project

+ $65,374
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PowerPoint Used for Oral Defense of DNP Project
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